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A Study of the Criteria Used Most and Least by a Selected 
Group of Professional Nurses to Judge Whether a Patient 
was Dying.
Thesis directed by Associate Professor Edith Olson and 
Associate Professor Dorothy Bloch.
This study Investigated the criteria which were used 
most and least by a selected group of professional nurses 
to judge whether a patient was dying. It was assumed 
that nurses made these kinds of judgments and acted upon 
them in planning for patient care.
The purposes of the study were: (1) to determine the 
frequency with which certain criteria were used by these 
nurses to decide that a patient was dying, (2 ) to clarify 
the components of nursing decisions about dying patients, 
and (3 ) to contribute to an operational definition of 
nursing judgments about dying patients.
The Q-sort method was employed for the study. State­
ments written within the categories of recorded, intuitive, 
objective, and diagnostic data were sorted from most 
descriptive to least descriptive of the dying patient by 
twenty selected professional nurses on the medical and 
surgical units in a university medical center hospital. 
Analysis was carried out by comparing (1) the response 
patterns of the Individual subjects grouped by length
of nursing experience, and (2 ) the means and standard 
deviations of individual items and their categories.
Results of the study showed that the subjects used 
objective data most frequently and intuitive data least 
frequently in making a judgment that a patient was dying. 
Both the type and the length of previous nursing experi­
ences were found to be crucial factors in the judgments 
by the nurse. The more experienced nurses responded more 
consistently within categories. The less experienced 
nurses tended to rely more on the decisions of others 
through recorded data. The criteria of immediacy and 
Irreversibility of death were used most by nurses in 
making their decisions. The role of intuition was felt 
to be ambiguous since responses to items in this category 
were highly variable. An operational definition using 
twelve items from the sort was devised for illustrative 
purposes.
Recommendations for further research were made on the 
basis of findings of the study.
This abstract of approximately 250 words is approved as to 
form and content.
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CHAPTER I
THE. PROBLEM AID DEFINITION OF TERMS
The enigna of death has haunted man since time 
began. For centuries the question was handled within & 
religious and cultural framework* The advent of hospi­
tals added a new dimension to the problem by removing the 
dying person from his family and community and placing 
him among strangers.
Until about ten years ago the only studied concern 
with the question was shown by poets and philosophers who 
advocated the acceptance of death as a part of life and 
deplored the fear of this final act which they saw in 
their fellow men and In themselves. More recent studies 
by psychiatrists have attempted to define the dying process 
and its effect on the individual patient. 1 Sociologists 
and psychologists also have become interested in the 
subject of death. Their studies have dealt with aged
Kurt R. Elssler, Psychiatrist and the ^ I n g  
Patient (Sew Xorkt International Universities Press, 
fncl, T955) 1 Thomas P. Hackett and Avery D. Weisiaan,
"The Treatment of the Dying," Current Psychiatric 
Therapies II* ed. Jules Masserman, (W©w York: Grune and 
^^TOt’ton, T*T62}» pp. 121-126.
2or psychiatric subjects in the general population and
have focused on death attitudes rather than the dying 
2process*
Journals on nursing hare regularly presented 
articles concerned with the experiences of nurses with 
dying patients* Ons study focused on the handling by the 
nurse of situations in which dying patients were involved. 3 
To date, however, no systematic study of the perceptions 
of the nurse about dying patients has been published*
X. THE PROBLEM
Statement of the Problem
The problem of the present study was to determine 
which criteria were used most and least by a selected 
group of professional nurses in asking a judgment that a 
patient was dying*
Purposes of the Study
The purposes of the study included the following:
1* To determine the frequency with which certain 
criteria were used by a selected group of
2Adolph £* Christ, "Attitudes Toward Death Among a 
Croup of Acute Geriatric Psychiatric Patient*" Journal of 
Gerontology. XVI (January, 1961), pp. 56-591 Paul Rhudlck 
and Andrew S* Dlbner, "Age, Personality, and Health 
Correlates of Death Concerns in Somal Aged Individuals,” 
Journal of Gerontology. XVI (January, 19ol), pp. 1&-49*
^Barney 3* Glaser and Anselm L* Strauss, *Dylng on 
Time,* Trans-action. II (May/June, 1965)# PP* 27-31*
3professional nurses to decide that a patient 
was dying.
2. To contribute to the body of nursing knowledge 
by clarifying the components of nursing deci­
sions about dying patients*
3* To contribute to an operational definition of 
nursing decisions about dying patients as a 
basis for further research on the subject*
Imnortanoe of the Study
Since the literature abounded with references to 
the isolation of the dying patient* the original plan of 
this study was to determine whether dying patients felt 
more isolation* physical and emotional, than a similar 
group of patients who were not dying* In a preliminary 
investigation conducted by the present Investigator to 
locate the dying patients to be used in this research, 
differences among the nurses interviewed were present as 
to which patients on their wards were dying* Professional 
nurses on seven medical-surgical wards of a four hundred 
bed general hospital were asked which patients on their 
wards were "dying” or ’going to die*” The list of nine 
patients compiled in this manner consisted of patients 
who were aged, critically ill, or comatose. An inspection 
of Kardexes and charts, however, revealed three patients 
whom this investigator felt were also "dying." These were 
younger patients, ambulatory and alert, with diagnoses of
kcarcinoma. It was obvious that few of the first group of 
critically 111 patients could be interviewed. Therefore, 
it must have been patients in the second category# the 
less critically ill, who were described in the literature 
as feeling Isolated* Only one study described the patient 
population other than to classify the patients as dying.
In Eissler's book* the three cases were presented In great 
detail. In each case the diagnosis was metastatic car­
cinoma and the patient was of the type described In the 
second group above.^ Flssler, however* did not mention 
isolation. Of those who did* none gave any idea of the
5reasoning behind their judgment that a patient was dying.
It would seam unnecessary to dwell at such length 
on this point, ret the professional nurses studied in 
this case did not even mention the type of dying patient 
around whom much of the literature was centered. There­
fore* before any well controlled study of dying patients 
could be undertaken* It would seem imperative that the 
differences surrounding the definition of what constitutes
Stort R. Eissler* The Psychiatrist and th| rglng, 
Patient (He* forks International Universities Press*
Tm77 1955) •
^Thomas P. Racket t and Avery B. Wei aman* "The 
Treatment of the Dying Patient,* Current Psychiatric 
Therapies IX. ed. Jules Masserman* {Mew forks orune and 
Stratton,19o2)* pp. 121-126? Margaretta Bowers* et* al^, 
Counseling the Dying (lew York* Thomas Kelson and Sons, 
19614.) I Daniel Cappon, "The Dying, * The Psychiatric Quar­
terly. XXXIII (January* 1959)# PP. P & - P 9 *
5a “dying patient" be clarified* This study undertook to 
shed 8Qi8o light on the problem.
Assumptions of the tudy
The assumption was made that professional nurses 
do, in fact, make their own judgments regarding the state 
of health or illness of a patient* It was felt that in 
many cases these judgments involved the likelihood that 
a patient might die while in the hospital* It was further 
assumed that, consciously or unconsciously, professional 
nurses used some criteria in making the judgment that a 
patient was dying* ‘fhe present study was designed to test 
these criteria*
Scope and Limitations of the Study
The study was conducted at a university medical 
center in a large metropolitan area in the Rocky Mountain 
region* The study population was a selected group of 
twenty registered professional nurses working days and 
evenings on three medical-surgical wards of the hoapital* 
Bren though care by doctors, practical nurses, 
aides, orderlies, and perhaps even housekeeping and 
dietary personnel also affects the dying patient, only 
professional nurses were tested with regard to their 
criteria for designating a dying patient. The decisions 
made by these other people would probably be based on 
different criteria, but the present study did not test
6all of these groups.
Because the study utilized a small sample la only 
on® hospital, the findings cannot be generalized to other 
populations of nurses In other settings.
ii. dsfihitiom o? terms
Por purposes of this study the following terms were
used:
Criterion. Used to mean **a standard, rule, or test--  £
by which a judgment of something can be formed.*
Judgment. Used to mean a decision or opinion 
arrived at by tha professional nurse after application of
her partIculsr criteria*
Professional nurse. Used to mean a person who has 
satisfactorily completed a course of training, success­
fully passed a state board examination, and Is licensed 
to carry out the Hperformance for compensation of any 
act in the observation or care of the 111, Injured, or 
infirm or in the maintenance of health or prevention of
illness . • .*7
Webster1 a New World Dictionary (Cleveland: The
World Publishing Company, 195?)* P* 559.
7State of Colorado, Laws of the £tate of Colorado 
Relating to Professional FursInk, Session Laws, Chapter
1&9* UvSY) , p. ~
7III. SUSBSARX AMD OROAHIZATIOH OF THE HRHAIHDER OP THE STUD? 
Suiaaary
The problem of delineating the criteria underlying 
a nursing decision about dying patients was presented.
The need for this type of study was stressed because, 
although nurses often make and act on these decisions, 
little is known about the criteria on which their Judg­
ments in designating the dying patient are based. Tbe 
setting for the study, the scope and limitations, and 
definitions of terms used were also described.
Organisation of the Femalnder of the stodg
Chapter II of the study consists of a review of 
pertinent literature. Chapter III presents a discussion 
of the mthodology used and how it m s  developed. A 
description of the procedures of administration is also 
included. Chapter IV contains an enalysls and interpreta­
tion of the data. Chapter V presents a sluasmary of the 
study with conclusions and recommendations for further 
research.
CHAPTER II
REVIEW OF THE LITERATURE
Ihe application of the scientific method to the 
study of death attitudes has been a relatively recent 
occurrence in the history of research* Previously, a 
societal taboo prevented discussion of death and pro­
hibited any critical analysis of the topic by those who 
sought to understand It* Pelfel, one of the first per­
sons to attempt the study of dying patients, reported 
his difficulties in a book entitled Taboo Topics, iven 
when Pelfel's pilot study showed that a discussion of 
death was of actual benefit to the patient, he met severe 
resistance to the expansion of his study.* This prevalent 
cultural denial seemed to account in great part for the 
paucity of published research materials related to the 
present study.
A review of literature from the fields of philos­
ophy, religion, general medicine, psychiatry, the 
behavioral sciences, and nursing was undertaken. Pub­
lished materials dealing with death were of three general
1Herman Peifel, “Death,” Taboo Topics, ed. Norman 
Parberow, (Hew Yorkj Atherton Press, I W D T  PP* 8-21.
9types. The earliest writings v<ere those of philosophers 
and religionists. These were not included in the present 
review of literature because, in general, they consisted 
of individual opinions as to the best way to prepare for 
personal death. The second group of publications con­
sisted of reports of experiences in the care of dying 
patients. This type was found throughout most of the 
fields reviewed and several examples wore included in 
the present chapter. The third type of literature re­
viewed consisted of small isolated studies using one or 
snore forms of the scientific method. Some of these used 
patients who were dying as subjects, while others concen­
trated on death attitudes in the general population.
Literature dealing with the general concepts of 
Meath* and ”dyingH was considered relevant to the present 
study, as well as that which focused more directly on 
nurses and dying patients. The reports which have made 
fundamental contributions to our understanding of deeth 
and dying, or which illustrate the types of studies which 
have been conducted in these areas were reported In the 
present review of literature.
I. PSYCHIATRY
In 1955 Kissler published his half-philosophical, 
half-experiential book, The Psychiatrist and the Dyln& 
Patient. In this work he included a aeries of essays on
10
death, a presentation of three case studies, and a con­
clusion that each death, being unique, must; be handled in
2an Individual manner.
Cappon, after a study of nineteen dying patients, 
reported the rather pessimistic conviction that ego func­
tion, always poor at best, disintegrated at the end, and 
that the patient approached death with essentially the 
same problems as he had approached life. He concluded 
that the dying patient should simply be told what he wants 
to hear.
Two other groups of researchers have contributed 
more positive findings, fciesman and Mackstt introduced 
the concept of "middle knowledge, . . .  the knowledge 
that one is dying without the ability to know fully or 
anticipate the fact of d e a t h . T h e y  deplored the 
isolation to which they felt the dying patient was 
subjected and felt that he should be told of his Impending
2Kurt B. Eissler, The Psychiatrist and the Dying 
3atlent (New York* International Universities Press,
Inc., 1955)*
Daniel Cappon, ’’The Dying," The psychiatric Quar­
terly, XXXIII (January, 1959)* PP.
^•Thomas P» Hackett, and Avery 15. fteisman, *’The 
Treatment of the Dying,n Current ‘ sycfalatrle Therapies It, 
ed. Jules Hassertaan (New York: ftrune and '''SiratTon, 'T^63T, 
P# 123*
11
death, "Dying is lonely, and closeness and warmth are the 
only remedies* This is our principle reason for advocating 
truth.Bowers, et. al. recently published a monograph 
in which they related valuable experiences and gave sug­
gestions for working with dying patients. The authors 
summarized their position at the end of the book*
In the face of death we must realize that none of us 
have any final answers as to its meaning. . . .
But we do have a common interest in the experience 
that all ultimately share. When we can face it with 
honesty, keep open the channels of real communication, 
surround it with loving concern of a real consnunity 
that cares to the end, and enrich our understanding 
by an honest and unmasked dialogue among all con­
cerned, the way may be open toward a new era in the 
care for the dying as well as our care for the 
living.®
II. MEDIC INS AUD THE BEHAVIORAL SC I KICKS
The largest volume of research dealing with death 
has consisted of small studies done by independent inves­
tigators In medicine and the social sciences. ITtese 
studies were best characterized by the Inconsistency of 
their findings. They dealt primarily with death attitudes 
in segments of the general population rather than with the 
touchy situation of the patient who Is actually dying.
The methods employed In these studies varied considerably.
5Ibid., p. 121*.
^ tergaretta Bowers, et al.. Counseling the .Dying 
(New York: Thomas Nelson ancf ^ons, 1 ) ,  p. Top.
12
In many oases, projective techniques were used. In 
several, check lists, interviews or direct questioning 
about death were the techniques. The populations studied 
wore also quite varied. Subjects ranged from healthy 
volunteers to aged psychiatric patients in mental hospi­
tals. Several of these studies were reported at the Fifth 
Congress of the International Association of Gerontology 
in San ;irancisco in I960.
Rhudlck and Dibner studied fifty-eight volunteers 
ranging in age froits sixty to eighty-six. Each completed 
the Minnesota Multiphasic Personality Inventory and the 
Cornell Medical Index to establish personality factors 
and attitudes toward health. A Thematic Apperception 
test was administered to discover underlying death atti­
tudes. In addition, affect state was also rated. The 
findings suggested that high death concern was related to 
a neurotic profile stressing preoccupation and withdrawal 
Into bodily symptoms, dependence, affective lability and
7depression.
Another study reported by Jeffers, Nichols, and 
liadorfer utilized depth interviews of two hundred sixty 
volunteers as Its source of data. They found that factors
7Paul Khudlck and Andrew S. Dibner, MAge, Per­
sonality and Health Correlates of Death Concerns in Normal 
Aged Individuals," Journal of Gerontology, XVI (January, 
1961), pp. 5-5—14.9.
13
associated with no fear of death ware religiosity, higher 
I.Q., less depression, and more leisure activities. On 
the basis of data from this study, they developed a state­
ment stressing the importance of denial.
The mental mechanism of denial may be among the 
most common adaptive techniques employed in 
personality adjustment by persons beyond the 
fifth decade of life.®
formulation continued in some detail but failed to 
make explicit its relevance to the study under discussion.
The role of religion was a focus In many of the 
studies, out again, the results were Inconclusive or 
derived more from the feelings of the authors then from 
the data.
Discussion following the presentation of these 
papers stressed the complexity of death attitudes and 
urged that Interpretation be wade solely in light of the
qmethods applied and subjects used.7
III. NURSING
In none of the previously mentioned fields did the 
role of the nurse come under much scrutiny. The sugges­
tions given by Bowers for working with dying patients
------------------ -------------------
Francis Jeffers, Claude Nichols and Carl Risdor- 
fer, "Attitudes of Older Persons Toward Death: A Pre­
liminary Study,*1 journal of C-erontolofflr, XVI (January,1961), pp. 53-S&*
9J. M. A. '4unrilchs, "Attitudes Toward Death in 
Older Persons; A Symposium,” Journal of Oerontolo&y,
XVI (January, 1961), p. 6O-0I.
related always to the "therapist’s role.* Nurses were 
mentioned once in connection with a study conducted by 
LeShan in a large general hospital in Hew fork. After 
classifying the patients on a ward according to nearness 
of death* he timed the interval between appearance of the 
call light and the time the nurse entered the room of the 
patient. He found that nurses " . * . consistently 
dragged their feet in response to the summons of those 
who were at death’s door.**® Ho further mention was made 
of this study, nor of its source. However, the implication 
was clear that nurses, who should have had a role, were 
caught up in the cultural denial, whereas therapists could 
rise above this cultural need and be of real service to 
the dying patient.
Cappon did not even give the role of the nurse a 
negative value. He simply dismissed nurses from consider­
ation, feeling that they were too busy to be concerned 
with the dying patient.**
However, nurses have not been unaware of their 
responsibilities in this area. Regularly nursing journals 
have described the experiences of nurses in their work
10Margaretta Bowers, et. al., Counseling the Dying 
(Hew forks Thomas Helson and Sons, 19^), P. lo^ l.
^Daniel Cappon, ’The Dying, * The Psychiatric Quar­
terly. XXXIII (January, 1959)* PP« i».6S-l±89*
Ik
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with the dying. An Informal study was conducted at the
University of Kansas in an attempt to devise a better way
to teach nursing students to work with dying patients.
Students preceded their care of the terininally ill with
an Intellectual exploration of death and dying. This
involved reading, writing, and discussion. Wagner reported
that, although there had been no systematic measurement
of the new program, "empirical evidence” seemed to Indicate
that students benefited from the experience,*2
For several years, Saunders studied dying patients
at St. Joseph's Hospice In England, Her findings suggested
that support by the nurse was of extreme Importance to
11dying patients. J However, like most of the others, her 
stateraents regarding the actual role of the nurse were 
vague and very general.
To date, only one study with the expressed purpose 
of discovering relationships between nursing care and 
dying patients has been published. The project, conducted 
by Quint and Strauss, took place in hospitals in the 'an 
Francisco area. Several reports dealing with various
a;aspects of the study have been published in nursing and
12Bernice M. agner, "Teaching students to ark 
»dth the Dying,” American Journal of nursing, LXIV 
(November, 1904}, pp. 1«M-131,
13Cicely Saunders, ,fThe Last stages of Life,” 
American Journal of rturaln«. LXV { larch, 1965), pp. 70-
16
sociology journals. One area of study concerned the 
education of the nurse and her experience with dying 
patients. The authors felt that nursing faculty were 
unprepared to teach students how to work with dying 
patients. To a great extent, assignments of patient care 
governed the kind of experience a student received. 
Assignments to terminally ill patients were a matter of 
chance rather than of planning. Students were encouraged 
to "talk to the patient** including the dying patient* 
but were not held responsible for what they said. The 
authors suggested that conversation stayed with the 
’’safe'1 topics and that students entered the world of the 
graduate nurse feeling "terribly Inadequate* In handling 
situations involving dying patients.1**
Another concept* derived from the study by the two 
non-nurse investigators, Glaser and Strauss, was that of 
"social loss." The authors defined this term as meaning 
the "total valued social characteristics which the dying 
patient embodies.*1** As the nurse became acquainted with 
the patient she constructed a "social loss story" based 
on his characteristics* this story affected both the
^Jeanne C* Quint, and Anselm L. Strauss, "Nursing 
Students, Assignments, and Dying Patients,* Nursing Outlook (January, 196^ .), pp. 2^-2?.
•^Barney G. Glaser and Anselm L. Strauss, "The Social Loss of Dying Patients,* American Journal of 
Nursing, LXIV (June, 1961*), p. iVf.----------------
1?
feelings of the nurse and her care of the patient. Ac­
cording to the authors, "the greater the number of social 
loss factors the patient embodies, the greater will be 
the Impact of his death on his nurses*’** They warned 
that nurses must be aware of this "social loss" variable 
so that It does not hinder their care of the dying 
patient. 17
A recent article by Glaser and Strauss had direct 
bearing on the present study. In attempting to generalise 
from their data, the authors asked what tactics were 
developed by hospital personnel to cope with dying 
patients. They felt that the tactics of nurses varied 
with the way they interpreted the situation from whatever 
information they could obtain* The authors suggested that 
when uncertainty prevailed nurses tried to establish expec­
tations. These were based on two major components—  
certainty and time. Glaser and Etrauss envisioned three 
situations with death as the anticipated outcome. In one 
case the outcome was not certain. In another the outcome 
was certain but the time m s  not. In the third case, both
the certainty of death and its relative time of onset
l8were established. thus, the authors assumed that
l6Ibid., p. 121. 1 7Ibld.
l8Barney 0. Olaser, and Anselm Strauss, "Dying on 
Time** Tras*aactlo&» II (May/June* 19651# PP* 2?«*3lU
16
nursea used some criteria to judge that a patient was 
dying. They hypothesised that these criteria were based 
on the information they held with respect to certainty and 
time. Although this formulation by Glaser and Strauss 
was a good beginning, it was largely speculative and based 
on purely qualitative data* The present study sought to 
establish the nature of these criteria more precisely and 
to discover whieh were most and which were least important 
in the decisions made by nurses about dying patients*
IV. SUMMARY
In this chapter literature relevant to the study 
of death and the role of the nurse with dying patients 
was reviewed. It seemed evident that little definitive 
research had focused directly on the perceptions of the 
nurse with regard to the dying patient. Mar had any 
study sought to define the content of a nursing decision 
that a patient was dying. The present study was designed 
to help close this gap in our present knowledge.
CHAPTER III
METHODOLOGY
The study of death presents grave methodological 
problems. Many different approaches have been attempted. 
In a discussion period following the presentation of 
papers dealing with death at the Fifth Congress of the 
International Association of (Gerontology much of the 
criticism centered on the methods employed by the 
authors. Ifunnlchs felt that direct questioning about
death might lead to a defensive rather than a real
1answer.
. . .  it will be possible to investigate this 
area reliably only when a method is applied 
which corresponds with the individual personality of the subject. 2
Due to the nature of the topic, Feifel felt that methods 
must be multi-level to elicit both conscious end uncon-
3sclous data. Speaking in another context about the 
same group of papers, Pulton and Geia maintained that
1J. M. A. Munnlchs, "Attitudes Toward Death in 
Older Persona: A Symposium,* Journal of Gerontology, XVI (January, 1961), p. 60.
2Ibid.
3Herman Peifel, "Attitudes Toward Death in Older Persons: A Symposium,” Journal of Gerontology. XVI 
(January, 19&U, p. 63.
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"Using divergent samples and varying techniques investi­
gators were unable to reach any concensus on correlates
kof attitudes toward death." Thus the method to be 
employed in the study of death attitudes remains one of 
the most crucial iaaues still to be resolved in this 
area of research.
I. METHOD
•the method chosen for collection of data in the 
present study was the Q-sort. This technique involves 
the use of statements, previously developed, which are 
descriptive of the topic under study. These statements 
are printed on small cards. The subject is asked to sort 
the cards, usually according to their application to him. 
According to Stephenson, who has been credited with 
developing the technique, the items "are put in an order 
of representativeness or significance for the individual, 
those most characteristic of him being given high scores,
5whilst those least characteristic are scored low.” To
Robert Pulton and Gilbert Gels, "Death and Social 
Values," Death and Identity, ed. Robert Fulton, (Hew Xorks 
John Wiley an<J Sons, Inc.,19^5), P» 71*
William Stephenson, "Introduction to Inverted 
Factor Analysis, with some Application to Studies In
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facilitate statistical analysis, a further restriction is
placed on the subject* He Is asked to sort the cards into
a certain number of piles with a certain number of cards
in each pile so that the sort takes the fora of a normal
distribution*
As envisioned by Stephenson, the essential purpose
of the Q-sort was to deal in a scientific manner with
subjective material, and its major focus was on the
individual case.^ Mowrer has stated, "Q-technique deals
with a population of tests rather than of persona and a
true 1 statistics of the individual* can be obtained.”^
Experimentation has proved the Q-sort to be a very
versatile instrument. According to Cronbach it can be
used in four ways: (1) to obtain a qualitative description
of an individual in a form which allows for rigorous
manipulation, (2) to permit comparison of many different
features of the same Individual, (3) to allow study of the
homogeneity of groups, and (ij.) to study the changes which
8therapy bringa about*
^William Stephenson, m e  Study of Behavior, (Chicago* 
University of Chicago Press, 1 9 5 3}.70. Hobart Mowrer, *Q-Technique— Description, His­
tory and Critique,” Psychotherapy, Tfceorj. and jaaearch, 
ed. 0* Hobart Mowrer,(Hew fork: The Ronald Press Company,
1953)» P. 375.
ALee J. Cronbach, "Correlation Between Persons as a 
Research Tool,• Psychotherapy, Theory, and Research, ed. 0*
Hobart toner, U«»k iorlcs Tuo Ronald rrsss Comp*ny, 1953)« 
pp. 377-76.
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There ha® been ssach controversy among users of the 
Q-sort regarding the forced nature of the method* Cron- 
bach was skeptical of forced choice, feeling that eleva-
9tlon and scatter differences might oe lost*' However,
h 1vson and Michols, after using both forced and unforced
sorts and comparing the reliability of subjects1 responses,
concluded that the advantages gained in comparability of
10data in the forced sort outweighed the disadvantages.
Several pieces of nursing research have used the 
Q-soethodology* A study by Whiting involved the nurse- 
patient relationship and sought to understand ” . . .  
nho feels what are the most Important aspects of the
*11complex present-day nurse-patient relationship . . .
Another study dealt with the role-expectations of
psychiatric patients as compared with those predicted for
12them by the persons who were involved in their care.
9Ibld.. pp. 376-88.
*°Rorman Livson and Thomas F. Nichols, "Discrimi­
nation and Reliability in Q-sort Personality Descriptions, 
Jour m l  of Abnormal and Social Psychology, til (March, 
1 W ,  pp. 159-05.
11J* Frank whiting, M  aurse-Patient ftela.tionshlB 
and the Healing Process (Pittsburg, Penn.? American 
Nurses Youndatlon, incT, 195$)*
12Betty Joan Van Huben, HA Study of Patient Role- 
Fxpectations In a Mental Hospital” (unpublished Master’s 
thesis. University of Colorado, ksoulder, 1957).
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Advantages of the Method
It was fait that due to the emotional character 
of the topic under study and the subjectivity of the data* 
a forts of standardisation for the replies was imperative. 
If nurses were simply asked what criteria they used to 
judge whether a patient was dying* the results would 
probably not be comparable. Block described a situation 
of this sort in which graduate students were asked to 
write an essay about the "optimally adjusted personality." 
Afterwards* they were asked to do a Q-aort for the same 
criterion. Results of the Q-sort were considered com- 
parable* while differing styles of expression and focus 
on different attributes made the essays subject to much 
ambiguity of interpretation.1^
The Q-aort also allowed for gradation and over­
lapping of the various criteria involved. An attitude or 
opinion scale probably would not have accomplished this.
Use of the Q-sort negated the possibility that the 
nurse might feel that the validity of her criteria was in 
question. With the statements about patients In front of 
her* the nurse needed only to arrange them in the order of 
her conviction that each one was a dying patient,
*-*Jack Block* "The 0-Sort Method in Personality 
Asses ament and Psychiatric Research Ts"pr in^fleld. ''jftl'."s 
Charles" 1". Thomas Pub! f sher* X* p, 18-21$..
Disadvantages of the Method
Thar* is on© distinct disadvantage inherent in the 
use of the Q-technique. This involves the fact that no 
matter how carefully the items to be sorted are developed 
and tested, the subject is still limited in his expression 
to the vocabulary of the sort. 'There is no room for 
deviation or spontaneity as there might be in such other 
methods as the interview or the questionnaire. In any 
research certain desirable possibilities Must be sacri­
ficed to meet the requirements of the method employed.
In the case of the present study, it was felt that com­
parability was more essential than free expression.
The implementation of the 0-technique in this study 
deviated somewhat from former usages. Most of the research 
using this method has been In the broad area of personality 
description, whereas In this case a set of criteria for 
judgment was being investigated. In addition, most Q-surts 
have been concerned with correlation between groups. In 
the present study only one group of professional nurses 
was used. The analysis of the data depended upon the 
placement of the items and the criteria they represented 
in a hierarchical pattern, rather than comparisons between 
individuals or groups.
Development of the Instrument
In order to provide a framework within which to
21^
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srite items for the sort, six professional nurses were 
asked to list all of the criteria which night lead them 
to judge that a patient was dying* Pour general categories 
of criteria which nurses Might use to make judgments about 
dying patients were derived from these lists* The cate­
gories wore defined as follows t
1* Recorded data such as charts* critical list, 
doctor's orders*
2* Intuitive or subjective data—  judgments which 
are mainly the result of the subject's think­
ing or feeling about the object being des-
♦ cribed.
3* Objective data based on physical signs— judg­
ments which are raalnly the result of con­
sideration of the attributes being described*
if* Diagnostic categories* such as cancer and heart disease*
Twelve statements about patients were written with­
in each category* These statements were derived from 
several sources. Mursing* medical, and psychiatric 
literature was consulted. The notes of nurses and 
doctors on patient charts were used* The responses of 
the nurses previously mentioned and the experience of the 
present Investigator provided several Items. Although 
•11 of the items could be descriptive of a dying patient* 
some were more obviously applicable than others. This 
was felt to be necessary in order to delineate some of 
the more subtle criteria which might be operative in 
the judgments of the nurse*
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The set of forty-eight statements was then sub­
mitted separately to a panel of judges? an instructor in 
the graduate program of a school of nursing, a psychia­
trist, and an intern. They were asked to Judge each item 
in relation to the following criteria;
1* Fit of the item into the general category for 
which it was written.
2. Clarity of the item.
3* Relevance of the item to the subject of dying 
patients.
If two or more of the judges felt that any item did not 
conform to thsse criteria, the item was discarded and a 
new one written. All suggestions made by the judges for 
revision or rewording were incorporated into the final 
sort. Appendix A contains the instructions to the panel 
of judges and the list of items used for the sort.
The revised statements were placed on 1 l/2 by 
2 1/2 inch yellow cards, one statement per card. A 
coding number was assigned to each statement and printed 
on the reverse side of the card. Poster boards, 2 by
2 1/2 feet were prepared with blocks the same size as the 
cards, arranged in nine rows and numbered as in Figure 1. 
This poster was used as a guide for subjects in placing 
the cards. The nunoer of blocks in each row was such that
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the final sort took the form of a normal distribution* 
This distribution is shown in Table I*
TABLE I
NUMBER OF CARDS IN EACH ROft ON POSTER BOARD
Row
Humber 9 8 7 6 5 ^ - 3 2 1
Number of 
cards in
row 1 3 5 8  11* 8 5 3 1
Selection of the Population
Hh9 population of the study consisted of twenty 
female professional nurses employed on three medical- 
surgical units of a university medical center hospital*
It was felt that nurses working on medical-surgical units 
would be more likely to have had contact with dying patients 
than those working on pediatric, obstetric, or other 
specialty units* Random sampling of all the nurses 
employed on medical-surgical units of the hospital was 
not possible due to problems of staffing* Subjects for 
the study were selected on the basis of availability, 
although all of the nurses contacted expressed willingness 
to participate*
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Setting of the Study
Ifce study was conducted at a university nedieal 
center hospital in a large metropolitan area in the Rocky 
Mountain region. Murses on two general medical units and 
one neurowedical-neurosurgical unit were utilized as sub­
jects. All of the units were equipped with conference 
rooms where sorts could be performed with a minimum of 
interruptions.
The director of nursing service of the hospital 
graciously granted permission to conduct the study. The 
letters of request and permission are reproduced in 
Appendix B. The study was explained to head nurses and 
clinical supervisors at a meeting several weeks before 
the beginning of the data collection and their cooperation 
was obtained.
II. PROCEDURE
According to Oood,1^ pretesting of the Instrument 
to be used in the research is very important. By trying 
out the instrument before it is administered to actual 
subjects, many unforaeen problems can be solved. The 
intelligibility of the questions from the point of view 
of the respondent can be checked. Misunderstandings ofv _
^Carter V. Good, Introduction to Educational 
Research (Hew York: Appleton-Century-nrofts, l^t>3}, 
p. Sol.
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procedure can be cleared up. The planned forms of coding 
and analysis can be checked for their applicability. For 
these reasons, a pilot study using the completed sort was 
undertaken.
Pilot Study
Utm pilot study m s  conducted using four students 
in a graduate program in nursing. The primary purpose# 
of the pilot study were: (1) to check the directions for 
clarity* (2) to establish the average length of time 
necessary to complete the sort, and (3) to clarify and 
test plans for tabulation and analysis.
The directions asked the subJoet to sort the cards 
in the for® of a normal curve along a continuum. At the 
extrema left was placed the statement which the subject 
felt was most descriptive of a dying patient. This was 
followed by the next moat descriptive statement. The 
last card on the right contained the statement that the 
nurse felt was least descriptive of a dying patient. As 
a result of the pilot study the directions were revised 
aid expanded. For further clarity, it was decided that 
verbal directions should also be given to each subject 
at the time of the sort. A copy of the directions in 
their final form may be found in Appendix C.
Subjects in the pilot study had a tendency to 
spend a great deal of time on the sort and it was
31
necessary to remind them not to Hthink too hard'* about 
each statement. They were encouraged, as were the actual 
subjects, to rely mainly on first impressions and the 
"feeling" they had while reading the card. It also 
proved helpful to reassure the nurses that there were no 
"right” answers and to explain briefly the purpose of 
the study. After these qualifications the average time 
required to perform the sort was from twenty minutes to 
a half hour.
From the results of the pilot study it was also 
apparent that the previous experience of the nurse might 
be an important variable Influencing her judgments about 
dying patients* As a result the decision to obtain a 
brief record of the previous work experience from each 
subject was made.
Previously developed plans for tabulation and 
analysis were applied to the data obtained in the pilot 
study and found to be satisfactory*
Data Collection
Originally, attempts by the Investigator were made 
to arrange appointments with subjects to perform the sort. 
However, It was found that these could rarely be kept 
because of the requirements of patient care* Eventually 
it was found that the most successful method was simply 
to arrive on the unit at about two P* and see what
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nurse was available op could be soared for approximately 
twenty Minutes. In two cases the nurses were contacted 
at their homes. In two other instances the sorts were 
performed during a lull In the evening schedule. Data 
were collected in this manner o?er a four week period.
With the exception of those working permanent night 
duty* all of the nurses on two units and over half of 
those on the third participated in the study.
Subjects usually performed the sorts one at a time* 
The conference room was used unless the nurse felt she 
might be needed by the patients or staff* In such a 
situation the glass-enclosed ward office %as used and 
Interruptions tended to toe quite frequent* The subject 
was seated at a table on which was placed a poster 
board, a direction sheet* and a shuffled pack of cards*
In most cases a brief explanation of the purpose of the 
study was given before the subject began the sort* Time 
to read the directions through once was allowed after 
which the Important points were reiterated* The investi­
gator remained with the subject until it appeared that 
she had no more questions, then left the room. As each 
sort was finished the code numbers on the hack of each 
card were placed in sequence on the data sheet shown in 
Appendix D, starting with row number 9 «t the ’’most* 
end of the scale and ending with row number 1 at the
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“least* end. 8 M b  subject was assigned a number to 
preserve anonymity and a brief work history was recorded 
above the nurse’s sort. This Included the number of years 
she had been practicing, the type of work she hsd done, 
and the clinical areas in which she had been employed.
Analysis
The score of each statement was recorded as the 
number of the row in which it was placed by the subject.
To facilitate computation a master score sheet devised by
15Van Huben and shown in Appendix E was used. The number 
of years each subject had worked was recorded at the 
bottom of her set of scores.
The mean score was obtained for each item in order 
to determine its relative position on the continuum. The 
arbitrary supposition was made that when the items were 
rank ordered according to their means, from high to low, 
the first seventeen items represented those which the 
group felt were most descriptive of dying patients. The 
middle fourteen items constituted a "moderate” sone, and 
the last seventeen items represented those which were felt 
to be least descriptive of dying patients. In this way 
it was possible to asako a distinction between items which
"'Betty Joan Van Huben, *A Study of Patient Kole- 
Expectatlons in a Mental Hospital* {unpublished Master’s 
Thesis, University of Colorado, Boulder, 1957)* P* 72.
the subjects felt were most and least descriptive of 
dying patients*
Standard deviations for eaeh item were also ob­
tained and provided a measure of the variability, or 
extent of agreement, among the responses of the subjects 
In addition, the sort of each subject was examined in an 
effort to find patterns of response in relation to the 
^ork experience data obtained.
Summary
Chapter III presented a discussion of the Q-sort 
method and Its advantages and disadvantages for the 
present study. Development of items for the sort, and 
the selection of the setting and population used «ere 
described. *Hae use of a pilot study to test the inatru- 
aient and the procedure for administration were discussed 
Finally, the data collection and a brief summary of the 
methods for scoring and analysis rcrc presented.
CHAPTER IV
ANALYSIS AND XJfFERPRSTATION
To facilitate the clarity of presentation of data 
and their Interpretation the chapter has been divided into 
two major sections. In the first part the response pat­
terns of the individual subjects are discussed. In the 
second section the group response to the items themselves 
is presented, first with regard to the categories In which 
the Items war® originally written, then with the emphasis 
on individual items.
I. PATTERNS OF SUBJECT RSSPOHBB
The results of the pilot study indicated that the 
previous work experience of the nurse might be an impor­
tant factor Influencing her judgaenta about dying patients. 
For this reason a work history consisting of the number 
of years she had worked, the types of Jobs she had held, 
and the clinical areas in which she had been employed, 
was taken on each subject. However, because of the small 
number of subjects, the only variable which could be 
examined in the analysis was the length of wrk experience. 
Division of the subjeets by clinical areas was not feasible 
because of the very small number who had had experience
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in an area other than medical-surgical nursing* then sub­
jects were separated by type of work experience, the 
division tended to be the same as that for length of 
experience, since those who had worked longest had also 
held more varied types of positions*
Division of Subjects By Length of Work Experience
The results of the division of the subjects by 
length of work experience, although inconclusive, pointed 
out some Interesting patterns of response* Table II 
presents the percentage of responses in each of the four 
categories in the 'most descriptive'range for nurses who 
had worked from four to seven years, and those who had
*
worked from one to three years* The categories included 
were (1) recorded data, (2) intuitive or subjective data, 
(3) objective data, and (I*) diagnostic classifications*
For a definition of the content of these categories see 
page 25*
For both groups the objective category contained 
the greatest percentage of responses at the "most 
descriptive" end of the sort* However, there were 
differences in the patterns of response within the 
categories* At the "most descriptive" end of the con­
tinuum the more experienced nurses placed greater stress 
on objective data (k$%) than did those with less experience 
(39$)» On the other hand, the less experienced nurses
3?
placed greater stress on recorded data (33$) th*n did 
those with more experience (2l$).
TABLE II
PERCENT OF RESPONSES FOR EACH MAJOR CATEGORY IN SHE 
"MOST DESCRIPTIVE OP A DYING PATIENT" RAMIE OP THE 
Q-SORT BY EXPERIENCE LEVS* OF SUBJBGTS
Experience
Level
of
Subjects N
Recorded
Data
IntuitiveData
Objective
Data
Diagnostic
Data
I4.-7 years 9 21$ 16$ w 131
1-3 years 11 33$ l6$ 39$ 12*
In the Intuitive data category both groups placed 
only l6# of the responses in the ’’most descriptive” range, 
indicating that neither group felt that data In this area 
were very useful in designating the dying patient. The 
more experienced nurses placed slightly more emphasis on 
data in the diagnostic category (15$) than did the less 
experienced group (12$}, but again, neither seemed to 
feel that the category as a whole was very descriptive 
of dying patients.
Table III presents the percentage of responses in 
each of the four categories in the "least descriptive” 
range for nurses who had worked from four to seven and 
one to three years.
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TABLE III
PERCENT OF RESPONSES FOR EACH MAJOR CATEGORY IN THE 
"LEAST DESCRIPTIVE OP A DYING PATIENT* RAMIE OF THE 
Q-SORT M  EXPERIENCE LEVEL OF SUBJECTS
Experience
Level
of Recorded Intuitive Objective Diagnostic
Subjects N Data Data Data Data
l*-7 years 9 23$ w 10$ 20*
1-3 years 11 1Q% 1*1* 16^ 25*
Although the category of Intuitive data had the 
greatest percentage of responses for both groups* at the 
"least descriptive" end of the continuum, intuition was 
stressed more by the more experienced nurses (2|.6^ ) than 
by those with less experience (1|1JO. The category of 
recorded data m s  also given a greater percentage of 
responses at the "least descriptive1* end of the scale 
by the raore experienced nurses (23%)* than by the less 
experienced ones (!&%)• Reversing this pattern* the 
less experienced nurses gave a greater response to the 
objective and diagnostic categories (16$ and 25$) than 
did the raore experienced nurses (10$ and 20$)•
In comparing the two tables* it would seem that 
the more experienced nurses relied raore on their own 
judgments in the form of objective data than did those 
with less experience. Not only did the more experienced
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nurses give this type of data a hifgier percentage of 
responses in the *most descriptive” range* but the less 
experienced nurses gave it a higher percentage in the 
"least descriptive** range. This would indicate that ob­
jective data were definitely less important to fee less 
experienced nurses in making a Judgment that a patient 
might die than they were to fee more experienced nurses.
On the other hand* the less experienced subjects tended 
to place more weight on the observations of others in the 
form of recorded data than did the more experienced nurses. 
This can also be seen at the *least descriptive” end of 
the scale. The more experienced nurses placed 2y% of 
their responses in the recorded data category, whereas 
the less experienced nurses put only 18$ in this category. 
Although these differences are not large* it would seem 
that* as the nurse gained experience* she also gained more 
confidence In her own Judgment to determine that a patient 
was dying.
Another difference can be seen in the intuitive 
category. Although both groups placed the same positive 
weight on this type of data, the more experienced group 
placed a greater negative weight on it than did the less 
experienced subjects. That is, the more experienced nurses 
felt that more of these items had little bearing on the 
designation of a dying patient than did those with less
ko
experience* Therefore, it would sees to follow that the 
nurses who put more emphasis on objective data would al so 
have put less emphasis on intuitive data, since these two 
are nearly opposites* However, this could not be deter­
mined from the present data*
A similar situation can be seen In the category of 
diagnostic data* The more experienced nurses placed a 
greater percentage of responses in this category In the 
"most descriptive” range, while the less experienced sub­
jects put a greater emphasis on It in the "least descrip­
tive” range* It might be that the more experienced nurse 
had come to regard certain diagnoses as quite predictive 
of death, while the less experienced nurse had not seen 
enough eases of specific diagnoses to place this much 
weight on them*
Consistency of Subject Response
One very crude method of measuring the consistency 
of the response pattern of the subject was to determine 
if the shuffled items were sorted back into the category 
framework. None of the subjects was completely consis­
tent in her placement of all the items of one category in 
one solid block on the continuum. However, several sub­
jects placed nearly all of the items of one category 
within the same range on the continuum. Subjects were 
considered to have shown some degree of consistency in
their responses if in the high* moderate, or low ranges 
of the continuum one category was obviously represented 
a»re heavily than all the others. It was found that on® 
half of the subjects showed some degree of consistency. 
However, once again, there were significant differences 
when this half was divided by experience level* Table IV 
shows the relationship between the consistence of response 
and the experience level of the subject*
TABLE IV
CONSISTENCY AND INCONSISTENCY OF ITEM PLACEMENT SSf SUB­
JECTS THIN GENERAL CATHJOFIES IN HIGH, MODERATE,
AND LOW CONTINUUM KANOE BY EXPERIENCE LEVBL
OF SUBJECTS
Experience
Level X Consistent Inconsistent
i*.-? years 9 6 3
1-3 years 11 k 7
An examination of the sorts of the subjects separated into 
the two experience levels showed feat of nine nurses with 
four to seven years of experience, six (6?#) showed con­
sistency In their responses. Of eleven nurses with one 
to three years of experience, only ^ (36$) showed this 
consistency*
A further breakdown of each experience level by 
the category and the rang© in which consistency occurred 
pointed out acre differences between the groups. Table V 
shows this further division for those subjects with four 
to seven years of experience.
T*££Ji ¥
DIVISION OP CONSISTENT SUBJECTS WITH 4-7 TEARS 
EXPERIENCE SHOWING CATEGORIES AND RANGES IN 
WHICH THE3T SHOWED CQNSISTEWCX
1*2
Huaber of 
Subjects Category Range
2 Intuitive Low
2 Intuitive Lowand andObjective High
1 Objective High
1 Diagnostic Moderate
As shown In Table V, nurses at the four to seven year 
experience level ware most consistent In the categories 
of intuitive data in the "least descriptive* range of the 
sort and objective data in the *iaost descriptive” range. 
'Ii*o subjects showed consistency in two categories. Only 
one of the six subjects showed her consistency with the 
diagnostic category in the moderate range.
Table VI shows the division by category and range 
for those nurses with one to three years of experience.
mJBLK VI
DIVISION OP CONSISTENT SHBJSCTS WITH 1-3 XBARS EX­
PERIENCE SHOWING CATEGORIES AID RANGES IN 
WHICH THEY SHOWED CONSISTENCY
4 3
Number of 
Subjects Category Range
1 Intuitive Low
1 Diagnostic Low
2 Diagnostic Moderate
and
Intuitive Low
Consistent subjects with one to three years of experience 
showed their consistency only in the moderate and ’’least 
descriptive” ranges of the continuum. Three nurses were 
consistent in the diagnostic category and three in the 
intuitive category. Again, two nurses showed consistency 
in two categories. None showed consistency in the 
category of objective data.
Unfortunately, because of the small number of 
subjects, it was Impossible to draw any firm conclusion 
on the basis of the previous data. However, there 
appeared to be some very definite differences present
In consistency when the nurses were divided by experience 
level* First, the more experienced nurses were consider­
ably more consistent than the less experienced ones. This 
would seem to Indicate that the response pattern (the 
types of criteria used to judge whether a patient is 
dying) stabilized to some degree ss the nurse gained 
experience. Second, the more experienced nurses were 
consistent at both the ’most'* and "least descriptive” ends 
of the scale, whereas the less experienced nurses showed 
their consistency only in the moderate and 'least descrip­
tive** ranges. This might indicate that the more experienced 
nurse had developed fairly stable criteria for Judging that 
a patient was dying or not dying. On the other hand, the 
less experienced nurse might not have seen enough dying 
patients to have established firm criteria for making her 
judgment. The final difference shown between the responses 
of the two groups dealt with the categories in which con­
sistency occurred* None of the less experienced nurses 
showed consistency in the objective category. This could 
be because the less experienced nurse did not have enough 
acqualntance with objective signs and symptoms to be able 
to establish consistent connections between them and 
terminal illnesses. In addition, only one of the six more 
experienced nurses showed her consistency in tbs diagnostic 
category, whereas three of the four less experienced
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subjects were consistent in this area. This might be due 
to the fact that knowledge about diagnosis was not so 
dependent upon experience as was knowledge in the other 
categories. Since many of the less experienced nurses 
had been working for only one year, the textbook descrip­
tion of diagnostic conditions would probably still be 
clear in their minds, and thus consistency would be 
easier to achieve In this area than In the others. This 
concept is expanded further In the second section of the 
chapter.
II. GROUP RESPONSES TO Q-SORT ITEMS
Examination of the placement of items and the level 
of agreement reached on this placement by the total group 
pointed out other patterns. Appendix P contains a chart 
showing fee ranking of the forty-eight items by their 
means and by their standard deviations, from high to low.
Responses within Categories
$y computing fee mean of all of the means of items 
within a category it was possible to obtain a mean score 
for each category. The standard deviations of all Items 
in each category were also averaged to obtain a mean 
standard deviation within each category. The results of 
these computations are shown in rank order of fee 
categories from high to low in Table VII. Category
means varied only slightly and wore located mainly in the 
middle range of scores. The objective category, which 
showed the highest percentage of responses at the *raost 
descriptive** end of the continuum In Table H , page 37, 
showed the highest mean (5*88)• The Intuitive category, 
which showed the highest percentage of responses at the 
"least descriptive end* of the continuum in Table III, 
page 38, also had the lowest mean (i^ .22). The categories 
of recorded and diagnostic data were located close together 
In the middle with means of 5*10 and 4.82 respectively.
TABLE ¥11
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MFAX OP MfeAHS AND If PAIS 0? STANDARD DEVIATIONS 
OP ITEMS *ITHIN EACH CATEGORY, HANKED 
FROM HIGH TO LOW
Category Mean Category Standard Deviation
Objective
Data 5.88 Intuitive Data 1.36
Recorded Data 5.10 Recorded Data 1.25
Diagnostic
Data 4.82 Objective Data 1.20
Intuitive
Data 4.22 Diagnostic Classifi­cation
.96
Computed to the nearest 100th
kl
In variability, however, the categories showed a 
larger difference. Intuitive data, with the lowest mean, 
had the highest standard deviation <1«36}« Recorded data 
and objective data came next (1*25 and 1.20), with diag­
nostic classifications having the lowest variability 
(•96)* These differences could be explained on the 
basis of the type of experience the nurse had had with 
dying patients and her interpretation of the meaning of 
the statement. For instance. Item 39# which stated that 
the patient had metastatic cancer, had a standard devia­
tion of only *8 7, one of the lowest in the sort* This 
diagnostic classification and others represented generally 
accepted characteristics. Textbooks in nursing and 
medicine do not differ greatly in their interpretation 
of the meaning of metastatic cancer. This illness nearly is 
always represented as terminal. Therefore, all the sub­
jects tested were operating with the same general concep­
tions of the diagnostic classifications included in the 
sort and thus were more likely to agree on their placement.
However, objective and recorded data were more 
likely to depend upon the previous experience of the 
nurse. Item 7 stating that last rites had been ordered 
for the patient had a standard deviation of 1.81*. If 
the nurse had worked in a hospital where every Catholic 
patient placed on the serious list received last rites 
automatically, and many of these patients were eventually
discharged as "cured", she probably would not consider 
this statement very predictive of death. However, if her 
experience had been in situations where last rites were 
not given until the last possible moment, the item might 
rank high in her sort*
Item 9 demonstrated the role of Interpretation, 
mis statement Involved the transfer of a patient to the 
Intensive therapy unit. One nurse who was performing the 
sort commented that all this statement meant was thet the 
patient was noisy and the nurse had talked the doctor Into 
transferring him. An interpretation of this kind would 
not cause Item 9 to be ranked as very descriptive of a 
dying patient by this nurse.
The Importance of interpretation and experience 
reached its height in the intuitive data category. The 
subjectivity of statements in this category made it 
Impossible for the nurse to rely on any widely accepted 
standard in making her judgments. Item 21, with a stan­
dard deviation of l.?4* read, "The patient says he Is going 
to die." For the nurse who interpreted this type of 
patient utterance as the function of a morbid sense of 
humor, the Item would have had little predictive value.
If, on the other hand, the nurse had had experience with 
a seriously ill patient who said he was going to die and 
did, she might be Inclined to place great weight on this 
statement as being descriptive of dying patients.
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Individual It etas with High Means
The seventeen items which were ranked by the sub­
jects as most descriptive of a dying patient are presented 
in Table VIII with the general category they represent 
and their means.
TABLE VIII
LIST OP SEVEHTEEH ITEMS III "MOST DESCRIPTIVE OP A 
D/I NO PA TIENT* RANGE FROM HIGH TO LOW IITH 
MEAS AMD CATEGORY OF EACH ITEM
Iter,
Number Category Mean I tea
31 0 8.35 The patient has a cardiac and
3k 7.75
respiratory arrest.
0 The patient needs Levophed con­
stantly to maintain his blood
25 6.8
pressure.
0 The patient's respirations are
6.7
very shallow and labored.
15 I The doctor feels that the patisnt
6.5
Is dying.
10 R A doctor’s note says that no fur­ther treatment will be attempted
6.25
for the patient.
32 0 The patient is not excreting any
6.1
urine.
12 R Recorded neuro signs Indicate that the patient has become progres­
sively less responsive.
21 I 5.8 The patient says he Is going to 
die.
1 R 5.75 The patient Is on the critical list.
33 0 5.75 The patient has been convulsing several times an hour*
39 D 5.75 fhe patient has metastatic cancer.28 0 5.7 The patient*» face Is a bluish- gray color.
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TABLE VIII (continued)
LIST OF 3&VJJVTBK8 ITEMS IH "MOST DESCRIPTIVE OP A 
DJfim PATIENT" RANGE FROM HIGH TO LOW WITH 
HEAN AND CAT iDORY OP EACH HEK
Item
Humber Category 'lean Item
2 R 5*65 A transfer note on the patient’s
chart says a downhill course is 
expected,
7 R 5«&5 An order is written for last
rites for the patient*
4 R 5*65 A doctor*s note says the patient
is becoming worse,
2® 0 5*55 The patient is bleeding severely
from the nose and mouth,
30 0 5*5 The patient is comatose.
* R 35 Recorded Data; 0 = Objective Data; I = Intuitive Data; D = Diagnostic Data
As show in Table VIII* objective and recorded data 
categories accounted for fourteen of the seventeen items. 
This finding was consistent with the higher category means 
for these two areas, the objective category having a mean 
of 5.68 and the recorded data category, of 5.10. It was 
also consistent with the percentages shown in Table ,TI on 
oage 37. For both groups of nurses, the objective category 
contained the greatest percentage of responses and the 
recorded data category the next greatest.
Two of the items at the ’’most descriptive’’ end of 
the scale represented the intuitive category. This 
category was consistently the least represented at the
$1
’’moat descriptive" end of th® continuum. An examinetion 
of tho two items from this category which the subjects 
felt were relevant to a decision that a patient was dying 
proved interesting* Item 15# M‘fhe doctor feels that the 
patient is dying,” was fourth highest on the entire scale. 
Item 21, ’The patient says he is going to die,” was eighth. 
Here the nurses had relied on intuition, but in both 
cases it was the intuitive statements of other people*
Item lif stated, H¥ou have a premonition that the patient 
will die,” and placed in the low moderate range* Thus, 
the subjects considered the intuition of both the doctor 
and the patient to be more accurate than their own* Mot 
only did the nurses put the judgments of these others 
before their own, but they ranked them high on the scale 
as oeing of very definite Importance to a judgment that 
a patient was dying.
The placement of item 15 could be explained by the 
fact that the statement made no reference to the means by 
which the doctor arrived at his decision. If the subject 
Interpreted the statement to mean that the doctor had 
used objective observations in his Judgment, she would 
be basing her own decision on his superior knowledge of 
the condition of the patient rather than on his intuition* 
But what was the role of the patient’s Intuition? Since 
his theoretical understanding of objective signs and
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ayraptcms was tmtch less than that of either the nurse or 
th© doctor, this could not provide &n explanation here*
Hie statement could hardly be interpreted to be other than 
intuitive* Perhapa the nurses were influenced by the 
rather common belief that a person somehow knows when he 
Is about to die. Whatever the answer, it seoraed obvious 
that not only was the role of intuition in question, but 
differences concerning whose intuition It was could be 
observed. The soxirce of the intuition appeared to be on© 
more relevant factor in this complex judgment as to 
whether or not a patient was dying.
The only iters fron the diagnostic category that 
place?! in the seventeen "most descriptive” statements was 
number 39* "Th® patient has metastatic cancer*n This 
diagnosis seemed to have been accepted rether generally 
ss being indicative of a dying patient. Mot only was its 
%e*n high ($,7$), but its standard deviation of ,87 was 
among the lowest in the sort, indicating high agreement 
among the subjects. It would have been Interesting to 
knew whether the reaction of the nurses could have been 
the sane if the word "metastatic" hsd bean omitted.
Were their judgments based on the fact that the cancer 
existed or that it had spread? In other words, did the 
single word "cancer" carry the connotation of death to 
these nurses, as It seems to do for many laymen? If the
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scope of the study had permitted, it might have been 
fruitful to include specific types of cancer, to determine 
which ones carried the most weight in the judgment of the 
nurses that the patient was dying.
The two items with the highest means were found in 
the objective data category. Item 31* with a mean of 
8*35* was the highest In the sort and stated that, "The 
patient has a cardiac and respiratory arrest." However, 
the validity of this item could be seriously questioned 
since, in a sense, the patient described was already dead. 
Item 34, with fche second highest mean of 7.75* read, MThe 
patient needs Levophed constantly to maintain his blood 
pressure.” This statement seemed to have more positive 
predictive value for the group. Its standard deviation 
of *39 represented the highest level of agreement attained 
by any Item in the sort* However, it is possible that 
although the nurses agreed regarding the seriousness of 
this sign, they may not have agreed for the same reasons* 
Was it the low blood pressure and its indication of ebbing 
life which convinced the nurses, or was it the fact that 
life was being artificially sustained by the use of 
medication? The present data were Insufficient to answer 
these questions* However, another sort, m o re  specifically 
constructed, might be able to do so*
Item 10, in the recorded data category, had a mean 
of 6*5 and was fifth on the scale. This statement read,
*A doctor’s not© says that no further treatment will be 
attempted for the patient," The item could have many 
interpretations. The doctor might simply he waiting to 
see the effects of a former treatment, or he might be 
waiting to begin a new one. The patient might have had 
a minor illness and the doctor decided to delay treatment 
until another time. However, the present group of sub­
jects apparently Interpreted this statement to mean that 
the doctor was going to let the patient die In peace.
Since the variability of this statement was high, 1*4 
standard deviations, It seemed reasonable to assume that 
response to the item was largely Influenced by experience, 
forking in an area where many elderly people had dledj 
nurses would have been more likely to observe this deci­
sion to discontinue life-sustaining measures. Often the 
family requests that the patient not be subjected to 
constant intravenous infusion, intubation, and other 
aspects of intensive medical treatment. Occasionally 
the doctor alone makes this decision. However, If the 
experience of the nurse had been limited to an area such 
as an intensive care unit, where every possible effort 
was made to preserve the life of the patient, this concept 
might be quite foreign to her.
Another interesting aspect of the "most descrip­
tive" statements was that all items dealing with
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neurological conditions except item 1+4# which stated that 
the patient had a brain tumor, were included at this end 
of the scale. Items 12, 33# and 30 in Table VIII on 
page 49 involved this aspect of pathology. The symptoms 
of convulsion, depressed consciousness, and coma, unless 
they are related to a specific temporary condition, often 
frustrate the efforts of doctors and nurses to restore 
equilibrium. These symptoms are unlike the dusky color 
which may be corrected with oxygen, or the pain which 
medication say control. Intervention is not possible 
during a convulsion, nor can the nurse give more than 
supportive care to the patient in deep coma. These 
feelings of helplessness In the face of progressive 
decline might have led the subjects to place these 
neurological symptoms in the 'most descriptive11 range 
of the scale. In addition, the area of the brain is a 
complex and uncharted one to many nurses. The spectacle 
of a grand mal convulsion is awesome, and fear of that 
which is not understood and the feeling of helplessness 
would probably increase the likelihood that the neurolo­
gical sign would be an ominous one to the subjects. On 
the other hand, the diagnosis of brain tumor often implies 
a specific surgical treatment and might not have repre­
sented the same kind of frustrating helplessness to the 
subjects.
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Criteria of immediacy and Irreversibility. An 
examination of the seventeen items as a whole points to 
two underlying criteria which were being used by the 
nurses in making a Judgment that a statement was most 
descriptive of a dying patient. These criteria were 
immediacy and irreversibility of death. Item 34 illus­
trates the criteria of immediacy. If the Levophed were 
stopped the blood pressure would immediately drop and the 
patient would die. Another illustration can be seen in 
item 32 which read, *1fae patient ia not excreting any 
urine.M Time la an Important factor in tills case, because 
the patient cannot live for long after his kidneys have 
shut down. Thus, anuria presents a crisis of immediate 
proportions. An example of immediacy In the category of 
recorded data can be seen in item 4* "A doctor's note 
says the patient Is becoming worse.*1 Something must be 
done quickly to Interrupt this oroceas of worsening or 
the patient will die.
The criteria of irreversibility la somewhat more 
difficult to illustrate. Item 39, "The patient has 
metastatic cancer," ia probably the best example.
Although a localised caneer can be removed, there la 
no way to reverse the effects of a cancer that has 
apread. The statements involving neurological symptoms 
also provide examples of the criteria of irreversibility.
5?
For instance, item 12 stated that * Recorded neuro signs 
Indicate that the patient has become progressively less 
responsive.** This statement implies that the patient is 
sinking deeper into a coma which will eventually result 
in death, and that efforts to reverse the process have 
been unsuccessful.
These criteria, of immediacy and irreversibility, 
are closely allied with each other, and often both are 
involved. Immediacy seems to be the precursor of irre­
versibility. The process must be stopped *immediately" 
or it will become "irreversible.1* However, in some eases, 
such as that involving the metastatic cancer, the process 
is encountered ifcen it is beyond the stage at which 
immediate intervention would be effective. Thus, in 
this case, immediacy would not be a relevant criterion.
It was not possible to determine conclusively from 
the data whether one nurse used one criterion consistently, 
or whether all nurses used a combination of both criteria. 
Items such as number 21, "The patient says he is going to 
die," and number 7, "An order is written for last rites 
for the patient," could not be fully explained on the 
basis of either criterion. Thus, other factors which 
could not be determined from the data must have been 
operating in the decisions made by the subjects. However, 
immediacy and irreversibility were used often enough to
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be clearly distinguishable, and thus were felt to play 
an important role in the Judgment as to whether or not 
a patient was dying.
Individual Items with Low Means
The seventeen items which were ranked toy the sub­
jects as *least descriptive,T of a dying patient are pre­
sented in Table IX from low to h i g h s  with the general 
category they represent and their means.
Although the intuitive data category received the 
greatest number of responses in this ’least descriptive** 
range, the other categories were represented also. The 
predominance of intuitive items is consistent with the low 
category mean for this area (lf.22}* and with the percen­
tage shown in Table III, page 38. In this table both 
groups of nurses placed the greatest percentage of 
responses in the low range in the intuitive category.
The last item on the list, number 3# seemed to 
point out the criterion of Immediacy operating in reverse. 
This Item stated, •'The patient Is referred to a nursing 
home for ’custodial care'." Subjects apparently felt 
that "custodial care" could still involve many years of 
life. The patient was in no Insiediate danger of death 
if "custodial cars'* in a nursing home was to be his fate.
One objective item, "The patient appears to be a 
very old man,** did not seem to have much relevance to the
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TABLE IX
1,1ST OP SEVENTEEN ITEMS IN "LEAST DESCRIPTIVE OF A DYINGPATIENT” range prom low to high with mean and
CATEGORIC OP EACH ITEM
I tan ItemNumber Catagory Mean
3 R 2.2 The patient is referred to a nursing home Tor c^ustodial care.”
19 I 2.1|. The patient refuses medicationsand treatments.
2? 0 2.9 The patient appears to be a very old man.
18 I 3.05 foe patient withdraws from con­versation and contact with everyone.
IT I 3.1 Another patient in the room feelsthat the patient is dying.
23 I 3.9 The seriously ill patient suddenlyseems to be greatly improved.
13 I 3.9 The pre-operative patient says hewill die on the operating table.
16 I 3.95 The patient's family feels thatthe patient is dying.
1*3 D k.05 The patient has a stroke.
22 I 4.2 The patient Is preoccupied withconcerns about death.
8 R 4*25 The patient's chart shows asudden, vary high temperature 
elevation.
1*8 D if. 35 The patient has chronic lungdisease.
40 D 4 4 The patient has clrrhosla.
45 D 4.45 The patient has received a kidneytransplant.
6 R 4.1*5 A dangerous experimental drug isordered for the patient.
24 I 4.5 The previously apprehensivepatient suddenly becomes very 
calm.
20 I 4.5 The patient says he is gettingworse.
* R s Recorded Data; 0 “ Objective Data; I =Intuit1v® 
data; D s Diagnostic Data
6o
image of a dying patient for most of the group. However, 
this Item had a standard deviation of 1.6, Indicating that 
good agreement was not reached toy the nurses on the rele­
vance of old age to death. Here the criterion of Irrever­
sibility might have entered in for some of the group.
Aging is definitely not reversible, and thus, even under 
the best conditions of care, old age is a critical factor 
in recovery expectancy. The placement of this item by 
the nurse might have been dependent upon the weight she 
gave each of the criterion. If her emphasis was on 
Inmedlacy, she probably would have given old age a low 
place on the continuum. If she placed more weight on 
irreversibility, she wight have scored this item higher.
Two of the lowest items involved patient behavior. 
Item 19 stated, "The patient refuses medications and 
treatments." Item 18 read, "The oatlent withdraws from 
conversation and contact with everyone.” Apparently, the 
subjects felt that these statements meant something other 
than that the patient was dying. Several nurses felt that 
he might be a "crank." Others expressed the opinion that 
he Just wanted to be "left alone." The more subtle 
possibilities Inherent In an understanding of patient 
withdrawal, such as preparation for death, were either 
not considered by the subjects, or were felt not to be 
operating in these cases.
6l
It m s  stated In the section preceding this that 
the nurses placed the Intuitive judgments of the doctor 
and the patient before their own and high on the con­
tinuum. However, the Intuition of two other groups was 
pieced below that of the nurses at the low end of the 
continuum. Item 1? dealt with the feeling of another 
patient in the room that the patient was dying, while 
item 16 stated that the family of the patient believed 
him to be dying* Apparently the subjects felt that these 
two groups had neither the knowledge of objective signs 
nor the special "feeling” of the patient himself to aid 
their intuition. Thus, the Judgments of family or other 
patients were not considered of much predictive value by 
the subjects.
Several of the diagnostic categories, such as 
stroke, cirrhosis, and chronic lung disease were not 
considered by the subjects to be very descriptive of dying 
patients. Again the criteria of Immediacy in reverse might 
be operating, because, although all of these diseases 
disable and sometimes kill patients, they also m y  repre­
sent long years of illness before death occurs.
Chronic renal disease and kidney transplant.
Because of the recent emphasis at this medical center on 
renal transplantation, and the fact that many of the 
subjects had cared for recipients both before and after
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surgery# two Items dealing with this topic were included 
in the sort. Statement 1^ 2 which read, "The patient has 
chronic renal disease#” fell at the exact center of the 
distribution with a mean of 4.95* Its® 45# stating that, 
”The patient has received a kidney transplant,” had © mean 
of 4*45# but fell at the ’least descriptive” end of the 
continuum. This would seem to indicate that the nurses 
studied were at least somewhat hopeful about the recovery 
of the kidney recipient. However, the variability of the 
two items pointed out an Interesting difference. Item 42 
bad a standard deviation of .68, the second lowest in the 
sort, meaning that the subjects we re fairly well agreed on 
the moderate position on the statement. Item 45# on the 
other hand, had a standard deviation of 1.16 indicating 
that agreement on the placement of this itew was not as 
complete. The experiences of the individual nurses with 
tha outcome of kidney transplantation probably varied 
considerably.
Comparison of fleans aid standard Deviations
In order to determine whether the means and stan­
dard deviations of the items varied together in any 
consistent manner, a scatter diagram was plotted.
According to Ferguson, in constructing this type of 
diagram the paired measurements are plotted on graph
63
paper, each pair of observations represented by a point.
"Inspection of a scatter diagram yields an intuitive
appreciation of the degree of relation between the two 
1variables.
In Figure 2, the standard deviations of the items 
were represented by the horizontal axis and the means by 
the vertical axis. As can be seen by the diagram* the 
relationship was essentially a random one, although 
there was a faint suggestion of a low negative correla­
tion. In this case the items with the higher means would 
have the lower standard deviations. This would be inter­
preted to mean that the subjects were able to agree better 
on the moat descriptive statements than on the least 
descriptive ones.
1 George A. Ferguson, Statistical Analysis In 
Psychology and Education CSew York* McGraw-Hill Book 
Company, IncTT I’SF)), p. 88.
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Low Variability
Items of low variability were fairly evenly dis­
persed throughout the continuum, showed no particular 
patterns, and were mainly located in the diagnostic 
category. For this reason they will not be discussed in 
detail.
High Variability
Table X presents the nine items showing high vari­
ability, from l.^ to l.lf6 standard deviation, from high 
to low, with the number of the item, the category it 
represents, and Its standard deviation.
The meaning of the high variability of many of the 
items in Table X has already been discussed in other 
contexts. For Instance, its® llf, which Involved the pre­
monition of the nurse that the patient would die and had 
the highest variability was partially explained on pages 
50-51 and 6l. However, one more aspect of this statement 
has not yet oesn examined. This Involves the use of the
word "premonition. " Webster defines this word as "a
2forewarning, a foreboding; presentiment,* but makes no 
reference to the type of experience which precipitates a 
premonition. The word was Intended to convey a "feeling"
(Cleveland: The 
I.
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TABLE X
LIST OP HIGH VARIABILITY ITEMS ARRANGED PROM HIGH TO LOW 
WITH STANDARD DEVIATIOHS PROM X.g^ TO 1 .1*6 , 
SHOVING ITEM HUMBER, CATEGORY, A HI) STAHDARD DEVIATION
Item Standard
Humber Category Deviation Item
11*. I 1 .9*1- You have a premonition thatthe patient will die.
7 R 1.84 An order is written for lastrites for the pstient.
21 I 1.75 The patient says he is going
1.65
to die.
27 0 The patient appears to be a very old man.
36 0 1.55 The patient’s pulse suddenly
1 .1*6
becomes very rapid.
22 I The patient is preoccupied
1 .1*6
with concerns about death.
23 I Hie seriously ill patient suddenly seems to be greatly
1 .1*6
Improved.
29 0 The patient * s skin is cold
1 .1*6
and clammy.
35 0 The patient suddenly complains of severe generalised chest 
pain.
*R ~ Recorded Data; 0 * Objective Data; I s Intuitive 
Data; D - Diagnostic Data
on the part of the nurse, with no conscious, rational 
basis. If the subject inquired,the statement was explained 
in this manner. However, many did not ask, and as a 
result the interpretation of the word by all subjects 
might have been quite inconsistent. Thus the high 
variability of the item might have been the result of a 
simple lack of clarity in the statement.
6?
Two other highly variable items in the intui­
tive category dealt with ’‘feeling* of the type described 
above* Item 21 stated, "’The patient says he Is going to 
die.” Item 22 read, "The patient is preoccupied with 
concerns about death*" It seemed apparent that subjects 
were not agreed on whether or not these somewhat ■super­
stitious* statements really had any predictive value 
where death was concerned* An examination of the means 
of items lif, 21, and 22 showed that the verbalised con­
viction of the patient that he was going to die was con­
sidered Important by the group as a whole, while the other 
two were not* Thus the frequent admonition to nurses to 
"listen to the patient* was only partially reflected in 
the results of the present steady.
The role of sudden change. One of the most impor­
tant unexpected findings of the study involved the role 
of sudden change in the decisions made by the nurse about 
dying patients* Five statements Incorporating the idea 
of sudden change were written for the sort* These items 
were distributed by category in the following Manners
Objective data 2
Intuitive data 2Recorded data 1
Diagnostic data 0
It was believed that in the mind of the nurse sudden change
might be positively related to dying* This was not the
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the case for the group as a whole since means of these 
items were divided between the moderate and least ranges 
of tho continuum. However, all of the items had very high 
standard deviations as shorn in 'fable XI.
mai.K xi
LIST OF ITEMS CONTAINING THE ASPECT OF SUDDEN CHANGE, 
WITH NUMBER, CATEGORY AND STANDARD DEVIATION 
FROM HIGH TO LOW
Item standard
Number Category Deviation Item
36 0 1.56 The patient’s pulse suddenly
i.M>
becomes very rapid.
23 I 'The seriously ill patient 
suddenly seems to be greatly
1.46 improved.35 0 The oatient suddenly complains of severe generalized chest
8 1.36
pain.
R The patient* s chart shows a 
sudden very high temperature
2k 1.36
elevation.I The previously apprehensive 
patient suddenly becomes very 
calm.
*R = Recorded Data; 0 = Objective Data; I = Intuitive 
Data; D “ Diagnostic Data
The subjects apparently differed widely on the meaning of 
"sudden change” in the condition of the patient, whether 
this change was objective or Intuitive. For instance, 
subject number 12 was extremely consistent in her place­
ment of the objective category at the ‘most descriptive" 
end of the continuum and the Intuitive category at the
"least descriptive” end. However, she placed four of the 
items containing the element of sudden change in the 
"most descriptive” range, and one in the high moderate 
range, regardless of their category.
Perhaps the concept of change m s  frightening to 
some nurses. hen combined with the unexpected, change 
might have overruled any other criterion normally used by 
the subject to judge whether or not a patient might die. 
Possibly the nurse felt, very inept in situations in which 
sudden change occurred. If this were the case, her feelings 
of personal inadequacy could easily be extended to fear 
for the life of the patient while he was under her care. 
Perhaps these suggestions are highly speculative, but 
sonething is operating here. whatever the reasons for 
this high variability in the area of sudden change, a 
finding as consistently inconsistent as this one deserves 
further investigation.
Operational Definition
The establishment of valid operational definitions 
was believed to be crucial to the success of future re­
search on the subjects of death and dying. For this 
reason, an attempt was made to devise an abbreviated 
operational definition using items from the O-sort. This 
was done in an effort to decrease the amount of testing
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necessary to discover the criteria used most and least in 
judging that a patient was dying. It must be remembered 
that the following operational definition has never been 
validated and is presented solaly as an illustration of 
the type of testing instrument which might be developed. 
Even the original sort could only oe considared very 
roughly valid, since only one method, the use of Judges, 
was applied to establish its validity.
To derive an operational definition twelve it©??® 
were extracted from the sort based on the following 
criteria: (1) that an equal number of items be selected 
from each general category; (2) that the items be chosen 
for their relatively low variability; and (3) that the 
selected Items of the sort should range from vtmost 
descriptive* to nleast descriptive.” To fulfill criterion 
#3, intervals of four were marked off along the distribu­
tion scale and the item which bast met criteria #1 and #2 
was chosen from th© four possible items in each interval.
Table XII shows the twelve Items ranked from most 
to least descriptive on the continuum, the category of 
each item, and its standard deviation. Using these twelve 
items, a subject could be asked to arrange them along a 
continuum from most descriptive to least descriptive of a 
dying patient. The need for using th© mrmal curve and 
an elaborate scoring chart would be eliminated. Both the
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response pattern of each individual subject and the 
responses of the group as a whole could be used, depending 
on the nature of the research.
TABLE XII
SELECTED Q-SORT ITEMS FOR OPERATIONAL DEFINITION RAHKED 
FROM MOST TO LEAST DESCRIPTIVE OP A DYING PATIENT, 
KITH CATSOGRX AND STANDARD DEVIATION OF EACH STATEMENT
Item
Humber Category
Standard
Deviation Item
34 0 •39 The patient needs I evophed constantly to maintain his 
blood pressure.
32 0 1.16 The patient is not excreting any urine.
39 D .87 Ihe patient has metastatic cancer*
4 R 1.07 A doctor*s note says the patient is becoming worse.
30 0 .97 The patient Is comatose.
42 D •08 The patient has chronic renal disease.
9 R 1.16 An order is written to trans­fer the patient to the 
intensive therapy unit.
20 I .d7 The patient says he is getting worse.
6 R 1.07 A dangerous experimental drug is ordered for the patient.
43 D .78 The oatlent has a stroke.
17 I 1.26 Another patient in the room feele that the patient is 
dying.
18 I 1.07 The patient withdraws from conversation and contact with
everyone.
*Mean standard deviations for the items is .95 to the 
nearest 100th.
*R s Recorded Data; 0 = Objective Data; I = Intuitive 
Data; D * Diagnostic Data
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The analysis and interpretation was divided into 
two 30011on3, the response patterns of individual nurses, 
and the group response to the Q-sort items. fiuraes wer« 
divided into two groups on the basis of Ieugth of experi­
ence. In both groups, objective data received the most 
responses in the "most descriptive"1 range, and Intuitive 
data in the ’least descriptive” range. The oore experi­
enced nurses stressed objective data acre than the less 
experienced nurses In the "most descriptive” range. The 
less experienced nurses put more eraohasls on observations 
of others in the form of recorded data. There was also 
a tendency for the more experienced nursea to sort quite 
consistently within the objective, Intuitive and diagnos­
tic categories, in all ranges of the continuum. On the 
other hand, none of the less experienced nurses were con­
sistent in t!i© objective category or in the high range 
of the continuum.
Although category weans differed only slightly, 
and ware all in the middle range the objective category 
received the highest mean and the intuitive category the 
lowest. In variability, tha intuitive category ranked 
highest, the diagnostic category lowest. This was 
believed to be due to the fact that responses to items
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in the intuitive category were based solely on the experi­
ence or the subject, while in the diagnostic category 
decisions could be based on more general knowledge*
Individual items with high moans were examined 
and round to be mainly In the objective and recorded data 
categories. It 3?as also discovered that the nurses placed 
the Intuitive judgments of poth patients and doctors above 
their owi. In the diagnostic category only Metastatic 
cancer was considered to be descriptive of a dying patient. 
Items dealing with neurological symptoms were found to 
rank high on the continuum.
The underlying criteria of immediacy and irreversi­
bility were felt to have been of great Importance to the 
nurse in making Judgments about dying patients. These 
criteria were most easily demonstrated at the "most 
descriptive* end of the continuum.
When individual items with low means were examined 
they were found to be composed mainly of Intuitive items. 
The criteria of Immediacy and irreversibility were thought 
to be operating in reverse In this range.
Five items incorporating the idea of sudden change 
wore distributed throughout the sort and found to have 
high variability. For nurses, the meaning of a sudden 
change in the condition of a patient was believed to be 
an important factor requiring further study.
A comparison of means and standard deviations, 
plotted together on a scatter diagram, showed a very 
slight tendency toward a low negative correlation.
Finally, a simplified operational definition for 
illustrative purposes wa3 devised using twelve items from 
the sort. The items covered the range of the continuuii, 
wore distributed equally among the four categories, and 
had lo« variability.
CHAPTER V
SUMMARY, CO SOLUS IONS, AID RECOMMENDATIONS
I. SUMMARY OP THE STUDY
The problem of the study was to determine which 
criteria wore used most and least by a selected group of 
professional nurses in making a judgment that a patient 
was dying.
the purposes of the study were (l) to determine the 
frequency with which certain criteria were used by these 
nurses to decide that a patient was dying, (? .) to better 
clarify the components of nursing decisions about dying 
patients, and (3) to contribute to an operational defini­
tion of nursing decisions about dying patients.
literature from the behavioral sciences, medicine 
and nursing was reviewed. The literature dealt with both 
the general concepts of death and dying, and with the more 
soeciflc aspects of nurses and dying patients.
The method used for the study involved the per­
formance of a Q-sort. Forty-eight statements about 
patients were written within the categories of recorded 
data, intuitive data, objective data, and diagnostic 
classifications. Twenty professional nursea employed on 
medical-surgical units of a university medical center
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hospital ware asked to sort the cards in the fora of a 
normal curve along a continuum. The Item which was con­
sidered by the subject to be most descriptive of dying 
patients was placed at the far left of the sort. The 
least descriptive item was located at the far right.
Each row in the sort was assigned a number, from 9 at the 
“most descriptlve'end to 1 at the^least descriptive'1 end.
The number of the row in which the subject placed a card 
represented the score for that item.
Analysis of the data was carried out on two levels. 
First, the subjects were divided into two groups on the 
basis of the length of their nursing experience and the 
response patterns of th* two groups then compared. Second, 
an analysis of the means and standard deviations of the 
items and their categories was done.
In general, the category of objective data was used 
most by all of the subjects In determining that a patient 
was dying. The category of intuitive data was used least. 
Less experienced nurses tended to rely more on the deci­
sions of others through recorded data. The high varia­
bility of many of the items indicated that the previous 
experience of the nurse was an important factor in the 
Judgments she made.
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On the basis of the findings of this study* the 
following conclusions wore drawn:
1. Data of an objective nature were used most 
often by all participants in this study to 
make a decision that a patient was dying* 
Intuitive data were used least by the sub­
jects.
2. Considerable differences were found between 
the more experienced and less experienced 
nurses* Those with more experience tended to 
rely to a greater extent on their judgments 
based on objective data. They also appeared 
to have developed more stable criteria for 
judging whether or not a patient ms dying.
The leas experienced nurses tended to rely 
more on the judgments of others in the form 
of recorded data* and to show less stable 
criteria for making decisions about dying 
patients*
3* The type of experience acquired by the nurse 
seemed to be a crucial factor in the Judgments 
she made aoout dying patients* This was shown 
in the variability of the items by category* 
The diagnostic category which ms based on
general knowledge was the least variable, 
while the intuitive category which m s  based 
exclusively on previous experience showed the 
most variability among subjects.
The role of intuition was a complex one com­
posed of many aspects. Although the group as 
a whole used tills type of data least, some 
nurses relied heavily on intuition in their 
judgments.
The source of the intuitive judgment appeared 
to be one Important factor in the weight 
assigned it by the nurses. The question could 
be raised as to whether intuition does or 
should have a recognised place in the practice 
of professional nursing.
A specific intuitive judgment, the interpreta­
tion of a sudden change in the condition of 
the patient, was felt to be an ambiguous but 
important finding of the study. Because this 
result was not anticipated, too few items 
involving sudden change were Included in the 
sort to draw any conclusion from the data. 
However, the extremely high variation found 
in these items indicated a need for deeper 
investigation.
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7. The underlying criteria of immediacy and irre­
versibility were believed to be the major bases 
upon which subjects made their decisions. 
Although these were best demonstrated at the 
’’most descriptive" end of the continuum, they 
were thought to be operating throughout the 
entire range of the sort.
6. Some of the variation showed by the individual 
items was felt to be a result of inadequate 
validation of the Instrument used to collect 
data for the study. Although many of the Items 
seemed to have good predictive value at both 
ends of the continuum, some of the others 
appeared to the participants to have little 
relevance to the subject of dying patients.
9. The operational definition presented in the 
study was constructed primarily to illustrate 
one type of instrument needed to provide a 
quantitative description of a very subjective 
area. It eould not be used In any future 
research until thoroughly tested for validity 
and reliability.
10. Data acquired from the study were largely
Inconclusive. This was felt to be due to a 
combination of conditionss the sample was
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small and any severe deviation would cause 
the average to be an unreliable indicator; 
the tool used contained many flaws of con­
struction and validation; and the subject 
under study, the area of death, was a notor­
iously difficult one in which to obtain precise 
data.
11. Zt was felt that results of the study showed 
that research in the area of death and dying 
was possible if the instrument and the study 
population were carefully selected, and if 
extreme caution were exercised in the inter­
pretation of the results.
III. RECOMMENDATIGHS
On the basis of the present study the following 
recommendations were made;
1. In the present study the role of previous 
experience was cited many times as being 
responsible for much variation among the 
responses of the nurses. However, the actual 
type of experience which produces a reliance 
on certain criteria over others could not be 
ascertained. This would seem to be a fruitful 
area for research.
81
2. In 1 1 m  with the above recomendation, inves­
tigation of the types of experiences nurses 
had had with dying patients would assist 
nursing service administrators in planning for 
the orientation and experience of new graduates 
in this area.
3. The logical next step after discovery of what 
criteria nurses used to judge that a patient 
was dying would be to determine what criteria 
they should use. The establishment of valid 
criteria would materially aid the development 
of nursing curricula in the area of dying 
patients.
if. Investigation of the use made of judgments
that a patient was dying should be carried out. 
How does the nurse act on her decision? Does 
she shy a n y  from a patient she feels is dying, 
or does she include extra emotional support 
in her plan of care? Do the criteria used to 
make the judgment correlate with the type of 
nursing care given once it is made?
*>. The role of intuition in nursing judgments
about dying patients should received evaluation 
In depth in future research. If these types 
of Judgments are being made regularly by graduate
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nurses in their work, then their place, or 
lack of It, in the practice of professional 
nursing should be clearly defined.
6. One specific area of intuitive judgments 
needing further investigation Involves the 
weight given to different sources of Intuition—  
that of the doctor, the nurse, the patient, and 
the family.
7. Another specific area for further study deals 
with the Interpretation given to a sudden 
change in the condition of the patient by the 
nurse.
8. The underlying criteria of Immediacy and irre­
versibility should be studied further. The 
addition of these two concepts to the formula­
tion of certainty and time by Glaser and 
Strauss* as the basis for the expectations of 
the nurse would provide an excellent framework 
for future research.
9. Although the Q-sort used in the present study 
was open to serious question regarding its 
validity, this tool was believed to be useful
* barney G. Glaser, and Anselm Strauss, ’Dying on 
Time,* Trans-action. II (May/June, 196$), pp. 27-51.
If properly const rue tad. Q-sorts could bo 
devised to test more specific areas: the role 
of different types of cancer, the role of 
neurological signs, the role of different 
sources of intuition, etc.
10. The high variability of many of the ite**s in 
the present study points to the need for 
finding better ways to test concepts about 
death. Either further validation of the pre­
sent operational definition should be carried 
out, or new and improved tools should be 
developed.
11. This investigation was unable to reach any 
firm conclusions, partly because of the size 
of the sample studied. The study should be 
replicated in a different setting using a 
larger population and a wore properly validated 
tool.
12. Finally, although the scope of the present 
study does not allow wide generalization, 
it would seem to point out that the study
of death and dying in nursing Is both possible 
and imperative. Hesearch in this area should 
be expanded to include other health profes­
sions* the family, and, with caution, the dying 
patient himself.
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ISS TRUC TIONS TO THE PAUEL OP JUDGES
The aim of this study will be to determine which 
criteria are most Important to nurses, and which ere 
least Important, In making a judgment that a patient Is 
dying.
The method to be used for data collection will be 
a modified Q-sort. The subjects will be registered pro- 
fesslonal nurses on medical-surgical units in a university 
hospital• They will be asked to sort a pack of forty- 
eight cards, each containing a single statement about a 
patient, into nine piles along a continuum. At one end 
will be placed those items which the nurse Is convinced 
are most descriptive of a dying patient. At the other end 
will be those which she is convinced are least descriptive 
of a dying patient.
Forty-eight brief statements about patients have 
been written. These are divided evenly among four areas 
which were felt to represent broad categories Into which 
the various criteria might fit. These general categories 
are as follows:
1 , Recorded data such as charts, critical list, 
doctor’s orders,
2, Intuitive or subjective data—  judgments which 
are mainly the result of the subject's thinking 
or feeling about the object being described.
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3* Objective data based on physical sigpas*— judgments which are raelnly the result of consideration of the attributes of the 
object being described*
Diagnostic categories such as cancer and heart 
disease.
Specific directions for judging the items will be found 
preceding the item list*
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DIRECTIONS
Preceding each Item you will find a series of letters.
You are asked to cheek each Item for the following*
1. Fit. If the Item does not conform to the 
description of the general category in which 
it has been placed, circle the letter F in 
front of the item.
2m Clarity. If the Item seems ambiguous or 
unclear, circle the letter £ In front of 
the ltme.
3. Relevance. If the item does not seem to per­
tain to the subject of dying patients in any 
way, circle the letter R in front of the item. 
Some items may fail to meet mow than one of the stated 
criteria. In this ease circle all the letters which apply 
to that Item.
If the Item meets all the stated criteria do not circle 
any letters.
Any further comments that you might wish to make will be 
welcome.
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Q-SORT ITEMS BY GE»l3iAL CATEGORIES
RECORDED DATA
1. The patient is on the critical list.
2. A transfer note on the patient chart says a downhill 
course is expected.
3. The patient is referred to a nursing home for "cus­
todial care.**
1*. A doctor* s note says the patient is becoming worse.
5* The textbooks say the patient*s illness is usually 
fatal.
6. A dangerous experimental drug is ordered for the 
patient.
7. An order is written for last rites for the patient.
8. The patient*s chart shows a sudden very high tempera­
ture elevation.
9. An order is written to transfer the patient to the 
intensive therapy unit.
10. A doctor's note says that no further treatment will 
be attempted for the patient.
11. Lab reports indicate a severe electrolyte imbalance 
in the patient.
12. Recorded neuro signs indicate that the patient has 
become progressively less responsive.
IMTUITXVE OR SUBJECTIVE JODGMEHTS
13. the pre-operative patient says he will die on the 
operative table.
lij.. You have a premonition that the patient will die.
15. The doctor feels that the patient is dying.
16. The patient*s family feels that the patient is dying.
17. Another patient In the room feels that the patient is 
dying.
18* the patient withdraws from conversation and contact 
with everyone.
19* The patient refuses Medications and treatments*
20* The patient says he is getting worse*
21* The patient says he is going to die.
22. The patient is preoccupied with concerns about death.
23. The seriously 111 patient suddenly seems to be greatly improved.
2ij.. The previously apprehensive patient suddenly becomes very calm.
OBJECTIVE JUDGMENTS BASED ON PHYSICAL SIGNS
25* The patient's respirations are very shallow and 
labored*
26* The patient is bleeding severely from the nose and 
mouth*
27* The patient appears to be a very old man*
2d. The patient’s face is a bluish gray color.
29* The patient's skin Is cold and clammy.
30. The patient is comatose.
31. The patient has a cardiac and respiratory arrest*
32* fltie patient is not excreting any urine*
33* The patient has been convulsing several times an 
hour.
3^ . The patient needs Levophed constantly to maintain his blood pressure.
35. The patient suddenly complains of severe generalised 
cheat pain.
36. The patient's pulse suddenly becomes very rapid*
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DIA0HGSTIC CATEGORIES
37. Th® patient has leukemia.
38. me patient has a heart attack.
39. The patient has metastatic cancer.
1*0. The patient has cirrhosis.
Ip.• The patient has third degree burns of his trunk.
||2. The patient has chronic renal disease.
1*3. The patient has a stroke.
1*1*. The patient has a brain tumor.
1*5. The patient has received a kidney transplant.
1*6. The patient has an aortic aneurysm.
1*7. The patient has septicemia.
1*8. The patient has chronic lung disease.
ADDITIONAL COMWESTSi
APPENDIX B
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106l Elizabeth Street 
Denver 6, Colorado 
May 10, 1965
Director of Mursing Service 
University of Colorado Medical Center Denver, Colorado
Dear *
I am a student at the University of Colorado Graduate 
School, Department of llursing. For my thesis I wish to 
study the criteria used by professional nurses to make a 
judgment that a patient Is dying.
In order to study this question I have developed a 
set of forty-eight statements about patients, printed on small cards. Each nurse will be asked to sort these 
cards according to specific directions* The sort will take approximately twenty minutes*
May I please have your permission in writing to con­tact approximately twenty nurses from medical-surgical 
units at the University of Colorado Medical Center to 
take part in the study, and to use ward conference time 
to perform the sorts?
”ihen completed, the thesis will be available through 
the Denison Medical Library. Mo names or places will be 
used in the study.
Thank you for your Interest and assistance.
Sincerely,
Linda L. Andrews
Miss Linda Andrews, a graduate student in medical- 
surgical nursing, has our permission to pursue study 
of the stated problem.
Edith V. Olson
Chairman, Thesis Committee
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UNIVERSITY OF COLORADO MEDICAL CENTER 
4200 East Ninth Avenue Denver 20* Colorado
July 23# 1965
COLORADO GENERAL HOSPITAL Hursing Service
COLORADO PSYCHOPATHIC HOSPITAL
CHILDREN'S DIAGNOSTIC CENTER
SCHOOL OP MEDICINE
SCHOOL OF NURSING
Mis a Linda Andrews 
106l Elisabeth Street Denver* Colorado 80206
Dear Miss Andrews:
Permission is hereby granted to contact
the professional nurses at the University of
Colorado Medical Center to gather the data
for your thesis.
Sincerely yours,
Director Nursing Services
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DIRECTIONS FOR THE SORT
You have been given a set of forty-eight cards.
On each card Is printed a statement about a patient. As 
you read each card think of your experience with dying 
patients.
Then place one card In each box on the poster board. 
Start from the left with the statement that you fee l is 
moat likely to represent a dying patient. Work to the 
right beginning each new row at the bottom and working to 
the top of the row before beginning the next. The last 
box on the right should contain the statement you feel 
Is least likely to represent a dying patient.
It i s  understood that you would probably not make 
a Judgment that a patient is dying on the basis of one 
statement alone. For purposes of th is  study, however, 
try to Imagine that this one statement i s  all you know 
about a patient and make your decision solely on this 
basis. Bach statement should represent a separate 
patient in your mind. The cards may be rearranged at 
will until you are satisfied that the arrangement repre­
sents a continuum from most descriptive of a dying patient 
to least descriptive of a dying patient, working from left 
to right.
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RAMK B*  MEAN
Item Item ItemHumber Mean_______ dumber Mean_____ Humber Mean
31 8.35 30 5*5 2k 4*5
34 7.75 37
25 6.8 29
15 6.7 36
10 6.5 11
32 6.25 35
12 6.1 4l
21 5.8 1*2
1 5.75 9
33 5.75 38
39 5.75 5
2d 5.7 46
2 5.65 44
7 5.65 47
4 5.6
26 5.55 20
5.5 6 4*45
5.4 45 4.45
5.35 4o 4.4
5.3 48 4.35
5.3 8 4.25
5.3 22 4.2
4*95 43 4.05
4.9 16 3.95
4.85 13 3.9
4.8 23 3.9
4.8 17 3.1
4-75 18 3.05
4.7 27 2.9
4.65 19 2.4
4.5 3 2.2
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RANK B' S.D.
Item ItemHumber S.D* Number
14 1.91*. 33
7 1.04 2
21 1.7k 11
27 1.65 17
36 1.55 19
22 1.45 28
23 1.45 1
29 1.45 9
35 1.45 12
5 1.35 25
6 1.35 32
10 1.35 41
13 1.35 45
15 1.35 48
16 1.35 4
2k 1.35 6
S.D.
I tern Number S.D.
1.35 18 1.06
1.26 26 1.06
1.26 38 1.06
1.26 46 1.06
1.26 3 .97
1.26 30 .97
1.16 37 .97
1.16 k 7 .97
1.16 20 .8?
1.16 31 .87
1.16 39 .87
1.16 4o .87
1.16 43 .77
1.16 kk .77
1.06 42 .67
l.o 6 3k .38
